attend school with non-institutionalised children, has also gained ground recently. A management information system will become increasingly important as plans to deinstitutionalise children become reality. "Tracking" information should be able to tell managers how many new admissions to institutions there are every year, how many readmissions there are and for what reasons, who is in foster care, where they are going to school, how many finish school, and where the trouble spots are in the system -the districts or municipalities where local personnel seem to be having difficulty getting and keeping children out of institutions.
"Laparoscopic fever" has struck the United Kingdom, as evidenced by the wave of enthusiasm for laparoscopic cholecystectomy. Indeed, in some countries there have been so many laparoscopic cholecystectomies performed in selected patients with apparent good results that it has been suggested that it would not be ethical to evaluate this procedure in a randomised controlled trial.' While not wanting to undermine the likely potential of laparoscopic cholecystectomy we believe that it is dangerous if not unethical to accept any new treatment as significantly better than a preexisting one that gives excellent results without putting it to the ultimate test-that is, a randomised controlled trial. Indeed, we should listen to our urological colleagues, who Randomised controlled trials are needed to determine the best method of cholecystectomy Although in most hands laparoscopic cholecystectomy is slower than minilaparotomy cholecystectomy this difference is likely to reduce with increasing familiarity with the procedure. It is hard to envisage, however, that it will ever be as quick as the minilaparotomy technique, especially if peroperative cholangiography is performed as has been suggested. Many facets of the laparoscopic technique are yet to be fully evaluatedfor example, overall morbidity and mortality, capital cost to the health service, ongoing revenue consequences, cost effectiveness, and risk-benefit analysis.
Conclusions
The published results of minilaparotomy cholecystectomy attest to its efficacy but it is being swept aside by the laparoscopic technique because of the increasingly rigid belief of many surgeons that laparoscopic cholecystectomy is unassailable. Many surgeons already accept that in selected patients laparoscopic cholecystectomy results in early discharge from hospital, less postoperative pain, and earlier return to work and are prepared to trade these advantages for a likely increase in biliary complications and loss of conventional open biliary surgical expertise. Minilaparotomy cholecystectomy offers a potential way out of this situation without appreciably compromising our patients' care. We believe it is unethical to allow patients to dictate that they want laparoscopic cholecystectomy when we are unable to guarantee that this operation is safer than minilaparotomy cholecystectomy. More effort should be put into improving the minilaparotomy technique rather than bypassing it. For example, the use ofa ring retractor has been shown to make the surgery much easier. '5 Traditional teaching suggests that a randomised controlled trial should compare a new therapy with the old, in this case standard cholecystectomy. Though this trial will undoubtedly be done, given the alleged advantages of laparoscopic cholecystectomy a fairer and possibly more rational comparison would be with minilaparotomy cholecystectomy. Without wanting to prejudge the outcome of such a trial, we believe that laparoscopic and minilaparotomy techniques would be found to be so similar that they could be used interchangeably.
